Improving dental and medical students' psychological health using a self-development coaching program: A pilot study by Aboalshamat, Khalid et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Aboalshamat, Khalid, Hou, Xiang-Yu, & Strodl, Esben
(2013)
Improving dental and medical students’ psychological health using a self-
development coaching program : a pilot study.
Journal of Advanced Medical Research (JAMR), 3(3), pp. 45-57.
This file was downloaded from: http://eprints.qut.edu.au/67260/
c© Copyright 2013 Design for Scientific Renaissance
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
Journal of Advanced Medical Research  Vol.3 No.3, September 2013, 45-57 
                                                                                                                                                                                                                                  
                                                                                                                                            
45 
 
 
Improving Dental and Medical Students’ 
Psychological Health using a Self-
Development Coaching Program: A Pilot 
Study 
Khalid Aboalshamat1,2, Xiang-Yu Hou2, Esben 
Strodl3 
1Dental Public Health Department, Dental Faculty, Umm Al-
Qura University, Makkah, Saudi Arabia  
2
 School of Public Health and Social Work, Queensland 
University of Technology, Brisbane, 4059, Australia  
3School of Psychology and Counselling, Queensland University 
of Technology, Brisbane, 4059, Australia  
a Khalid.aboalshamat@student.qut.edu.au  
 
Article Info 
 
Received: 18.07. 2013 
Accepted: 20.08. 2013 
Published online: 01.09.2013 
 
 
 
  
ISSN: 2231-9123  
 
Abstract  
 
Introduction: Dental and medical students worldwide, including in Saudi Arabia, have been reported 
to have a high incidence of poor psychological health, such as depression, stress, anxiety, and low life 
satisfaction. Self-development coaching programs have become an increasingly popular way to 
improve individuals’ lives. However, few studies have evaluated the psychological effects of such 
programs among dental and medical students. Moreover, no studies have been conducted on self-
development coaching programs in Saudi Arabia. The aim of this study was to assess the feasibility of 
a larger study via a pilot study and to acquire preliminary findings about the effectiveness of a self-
development coaching program on psychological health among dental and medical students in Saudi 
Arabia. A pre-post interventional study design was used to test a self-development coaching program 
(How to be an Ultra-Super Student) with a sample of medical students (n=17) at Umm Al-Qura 
University at Saudi Arabia. The outcome measures were students’ psychological distress (depression, 
anxiety, and stress), life satisfaction, self-efficacy, the coach, and coaching program characteristics. 
The study showed that there was a significant improvement in depression (p=0.04), self-efficacy 
(p=0.02), and satisfaction with life (p=0.04), which supported the feasibility of a large study in the 
future. The study’s findings encourage the implementation of a randomized, controlled trial study 
with a larger sample to further test the effectiveness of using self-development coaching programs 
with medical and dental students in Saudi Arabia to improve their psychological health.  
 
Keywords: self-development, coaching, medical students, dental students, psychological health, 
Saudi Arabia 
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1. Introduction 
 
Psychological health disturbances are well-documented among undergraduate dental and 
medical students worldwide (Alzahem, Van Der Molen, Alaujan, Schmidt, & Zamakhshary, 
2011; Dyrbye et al., 2007; Dyrbye et al., 2009; Henning, Hawken, & Hill, 2009; Jurkat, 
Höfer, Richter, Cramer, & Vetter, 2011), including in Saudi Arabia (Abdulghani, AlKanhal, 
Mahmoud, Ponnamperuma, & Alfaris, 2011; Al-Saleh, Al-Madi, Al-Angari, Al-Shehri, & 
Shukri, 2010).  In fact, the psychological health of these students is worse in comparison to 
students from other faculties and the general population (Dahlin, Joneborg, & Runeson, 2005; 
Dyrbye, et al., 2007; Mane Abhay, Krishnakumar, Niranjan Paul, Hiremath Shashidhar, & 
Mane, 2011). Many studies have indicated the presence of high levels of stress, depression, 
and anxiety and low levels of self-efficacy among dental and medical  students (Alzahem, et 
al., 2011; Dyrbye, Thomas, & Shanafelt, 2006; Jurkat, et al., 2011; Polychronopoulou & 
Divaris, 2005). A number of factors have been found to be associated with the psychological 
health status of these students, including academic performance (Roh, Jeon, Kim, Han, & 
Hahm, 2010), academic year (Dahlin, et al., 2005), and gender (Dahlin, et al., 2005; Dyrbye, 
et al., 2006).  Given the current global shortage of health care providers (Scheffler, Liu, 
Kinfu, & Dal Poz, 2008), it is important to explore the psychological distress that might be 
linked with medical and dental practitioners’ iatrogenic malpractice (Halbesleben & Rathert, 
2008).  
Self-development coaching programs are growing in popularity as a practice to improve 
psychological health (Fernros, Furhoff, & Wändell, 2008; Holzinger, Matschinger, & 
Angermeyer, 2011; Stein, 2010; Yentob, 2008). Given the relatively short period of time 
during which these types of interventions have been emerging in the research arena, there is 
still some debate over the definition of self-development coaching programs. Self-
development coaching is defined in this paper as an interactive, multidimensional human 
developmental process, mainly between non-clinical coachees and a trusted coach who has a 
number of characteristics to facilitate an individual’s life improvement, which could extend 
sub-sequentially to the organization, in fields valued by the coachee, using a combination of 
proven and unproven techniques and concepts. Studies have indicated a number of 
characteristics of the coach and coaching program that are important to the outcome of these 
programs. These characteristics include empathy (Hall, Otazo, & Hollenbeck, 1999; Lucock, 
Barber, Jones, & Lovell, 2007), confidence, using the coach’s personal experience (Hall, et 
al., 1999), persuasiveness (Bergsma, 2008; Nathan, 2011), ability to get the audience’s 
attention back (Richardson, Richards, & Barkham, 2008; Walters, 1993), being able to  
influence coachees’ emotions (Passmore, 2008), acting as a role model, and increasing 
coachees’ motivational levels (Bass & Avolio, 2000). In addition, other studies have 
highlighted factors related to the program itself, including the program's relevance to the 
coachee (Beckert, Wilkinson, & Sainsbury, 2003), the coachee’s level of experience with the 
content of the program (Bandura, 1997), and the coachee’s level of satisfaction with the 
program (Schmidt, 2007).  
To date, only a few studies have investigated the effectiveness of self-development coaching 
programs on students’ psychological health. An interventional study conducted by Holm, 
Tyssen, Stordal, and Haver (2010) indicated that self-development groups for medical 
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students can reduce their stress levels. In addition, Fernros et al., (2008) assessed the effects 
of a self-development program in Sweden on adults and found a significant improvement in 
most of the health-related quality of life domains, including emotional well-being. Moreover, 
a number of interventional studies found that interventional coaching has a positive impact on 
improving psychological health constructs, such as depression, stress, and anxiety (Anthony 
Grant, 2001, 2003; A. Grant, Curtayne, & Burton, 2009).  
However, the findings from these studies were not consistent among different psychological 
indices. For example, stress, depression, and anxiety were found to be improved by life 
coaching in Grant’s study (2003), while in another study, anxiety did not improve, and there 
was no clear impact on stress and depression (A. Grant, et al., 2009).  In addition, most of the 
interventional coaching studies have assessed self-development programs designed for 
research purposes and have not assessed commercial self-development coaching programs 
running concurrently. So far, the study by Holm et al. is the only published study that has 
investigated self-development programs with medical students. In addition, there are no 
published studies that have evaluated self-development coaching programs in Saudi Arabia.  
This pilot study, therefore, aims to provide some preliminary data on the effectiveness of an 
existing self-development coaching program on the psychological health of medical and 
dental students in Saudi Arabia. Associated with this, the study aims to explore the feasibility 
of a larger, randomized control trial to test the effectiveness of this existing self-development 
program by exploring the effectiveness of the study protocol, measurement, and recruitment 
processes. 
 
2. Methodology 
2.1. Program Setup 
The main investigator formed a team consisting of one experienced event organizer to 
supervise the team and 16 dental and medical students as voluntary research assistants. The 
research assistants and participants were from the same faculties, in order to facilitate 
conducting the program and the follow up. The author met with the team members and 
explained in detail the aims, process, tasks, and timeframe of the project, as well as the 
consent information, so they would be able to answer any questions during the recruiting 
process. Tasks were distributed among the team members, and an electronic communication 
medium was set up between the author and the team. A male leader and a female leader were 
assigned to the team to take into account the religious–cultural gender segregation regulation 
of the Saudi population. A lecture room at the Umm al-Qura Charity Society Women was 
booked in the Holy City of Makkah to conduct the study. A video camera was installed to 
record only the coach on the stage, for intervention fidelity purposes. In accordance with 
Saudi religious–cultural gender segregation regulations, a physical barrier was used to 
separate the male and female participants during the program. In addition, a catering service 
was organized for all attending participants. On the day of the program, each participant was 
given a plastic folder that containing the program’s booklet, a pen, a double-head color pen, 
post-it notes, and the program's CD. Research assistants kept an attendance list for 
accessibility.  
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2.2. Sample 
A convenience sample was recruited from Umm Al-Qura University, Saudi Arabia; only 4th, 
5th, and 6th year students in the medical faculty were asked to participate. According to 
Julious (2005), 12 participants were needed as the sample size of this pilot study. Recruiting 
was conducted by the research assistants, by extending personal invitations to their 
colleagues. Forty-nine participants (20 males, 29 females) registered manually to attend. The 
registered females were mainly 4th year students.  
2.3. The Intervention: “How to Be an Ultra-Super Student” 
“How to Be an Ultra-Super Student” is a self-development coaching program, developed in 
2008 as a combination of the founding coach’s personal experiences and the coach’s research 
of relevant commercial self-development books. Since then, the program has undergone 
continuous modification and refinement, using participants’ feedback and self-development 
books and resources. The program aims to improve the academic performance and 
psychological health of students. It is a two-day face-to-face program, lasting six hours each 
day. The program is composed of a live course, the program’s booklet, and the program’s 
CD. The live course portion, conducted face-to-face between the coach and the participants, 
is where the coach delivers the program’s modules as a verbal presentation, interacts with the 
participants, and helps the participants use the program’s exercises. The coach delivered the 
program’s modules in the following order: 1) Unleash your inner power; 2) Manage your 
time effectively; 3) The maximum usefulness of universities’ lectures; 4) How to study and 
memorize effectively; 5) Dealing with exams; and 5) Religious teachings. The booklet 
contains the program’s material in written format. The CD contained 24 motivational and two 
muscle relaxation audio files to be used after the program. A number of methods were used to 
facilitate delivery of the program, such as using a motivational tone of voice; relating success 
stories (parables); showing movie clips; interacting directly with the audience; giving the 
coachees the freedom to choose among the program’s techniques for those that fit achieving 
their goals; sharing the coach’s personal expertise; clapping and cheering during the course; 
and using famous people’s quotes (metaphor). The main author was the coach who 
implemented the self-development coaching program in this study. The authors were blind to 
the data collection and data entry, which were conducted by the research team. As such, the 
authors could only access de-identified data post-intervention for analysis. 
2.4. Measurement 
The participants were assessed twice: immediately before the program (T1) and one week 
after the program (T2). The self-development coaching program was held in week 11 of the 
first semester of the 2012–2013 academic year, over 12 hours on two days. The middle of the 
semester was selected as the most appropriate time, considering the consecutive exams and 
quizzes the participants had to take in their regular classes. All of the program’s details, 
including dates, times, location, and procedures, were listed in the consent form when the 
participants signed on. 
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The participants were assessed with a questionnaire administrated in hard-copy format. The 
following variables were assessed. The negative spectrum of psychological health was 
assessed by measuring depression, anxiety, and stress, using the Depression Anxiety Stress 
Scale (DASS-21) (P. Lovibond & Lovibond, 1995). The positive spectrum of psychological 
health was assessed using the General Self-Efficacy scale (GSE) (Schwarzer & Jerusalem, 
1995) and Satisfaction With Life Scale (SWLS) (Diener, Emmons, Larsen, & Griffin, 1985). 
In addition, the Credibility and Expectancy Questionnaire (CEQ) was included to explore 
how credible the participants found the program and what their expectations were for the 
impact of the program upon their lives, before and after participating in the program (Devilly 
& Borkovec, 2000). Moreover, a number of coach and coaching program characteristics, 
derived from a review of the literature, were included for measurement in this study. Finally, 
demographic data were collected, including gender, faculty, academic year, marital status, 
family income, and nationality. 
All of the measures were assessed pre- and post-intervention, except coach and coaching 
programs characteristics, which were assessed only after the intervention. The DASS21 and 
GSE already had published Arabic versions, which were used in this study (Scholz, Doña, 
Sud, & Schwarzer, 2002; Taouk, Lovibond, & Laube, 2001). The other questionnaires and 
questions were translated into Arabic using World Health Organization (WHO) translation 
guidelines (WHO, 2013).  
 
2.5. Ethics and Incentives 
Ethical approval was obtained from Queensland University of Technology (number 
1200000411). The course was provided free of charge as an encouragement to attend; the 
course usually costs 300 SR (USD80) per person. The participants also received a certificate 
of attendance signed by the authors after the program. 
1. Results 
Seventeen participants (13 males, four females) attended the two-day program, and all 17 
completed both questionnaires at T1 and T2. Participant details are shown in Table 1. 
 
The mean DASS21, GSE, and SWLS scores before (T1) and after (T2) the self-development 
program, as well as the differences in scores, are shown in Table 2. Paired t-test analysis was 
used to detect significant differences within subjects, and Cohen’s D was used to measure 
effect size (ES), where 0.3 indicates small effect, 0.6 is medium effect, and 0.8 indicates large 
effect (Cohen, 1988). 
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Table 1 
Participants’ demographic data 
  n % 
Gender Male 13 76.5 
Female 4 23.5 
Year 4th year 14 82.4 
6th year 3 17.6 
Nationality Saudi 17 100 
Non-Saudi 0 0 
Marital status Single 15 88.2 
Married 2 11.8 
Divorced 0 0 
Widowed 0 0 
Income Less than 5000 SR 2 11.8 
5000–1000 SR 5 29.4 
More than 10000 SR 10 58.8 
 
 
Table 2 
Mean scores, significance, and Cohen’s D effect size in Depression, Anxiety, and Stress 
(DASS), General Self-Efficacy (GSE), and Satisfaction with Life (SWLS) of the pilot study 
 T1 mean 
(CI: 95%) 
n= 17 
SD T2 mean 
(CI: 95%) 
n=17 
SD p-value Cohen's D 
effect size 
DASS       
Depression 13.05 
(8.6-17.4) 
8.63 8.00 
(4.3-11.6) 
7.03 0.04 0.59 
Anxiety 6.23 
(3.2-9.2) 
5.82 5.885 
(2.6-9.1) 
6.26 0.83 0.06 
Stress 16.00 
(11.1-20.8) 
9.48 12.11 
(7.3- 16.9) 
9.36 0.12 0.41 
General Self-
Efficacy 
29.41 
(26.9-31.8) 
4.7 31.41 
(29.0-33.8) 
4.66 0.02 0.43 
Satisfaction with 
Life 
23.00 
(20.0-25.9) 
5.74 25.05 
(21.9-28.1) 
6.06 0.04 0.36 
Credibility 20.05 
(17.4-22.6) 
5.11 21.05 
(18.3-23.7) 
5.23 0.48 0.2 
Expectancy 19.23 
(16.4-22.0) 
5.37 17.52 
(14.6-20.3) 
5.51 0.14 0.31 
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Depression scores declined significantly from pre- to post-intervention (p=0.044), with 
moderate effect size (ES=0.59). Anxiety and stress levels did not change significantly within 
subjects (anxiety, p=0.83; stress, p=0.129). General self-efficacy scores increased 
significantly (p=0.022), with small effect size (ES=0.43). Satisfaction with life scores 
increased significantly (p=0.044), with small effect size (ES=0.36). Credibility and 
expectancy did not show any significant change between T1 and T2. 
Table 3 presents descriptive statistics regarding the coach and coaching program 
characteristics’ means, standard deviation, and item correlation with the overall scale. All of 
the factors were scored higher than the mid-point (>5). Assessing the internal consistency 
resulted in a Cronbach’s alpha of 0.93, which indicates high internal consistency. 
 
Table 3 
Coach and coaching program characteristics: means, standard deviation, and items 
correlation with other items of the pilot study 
 Mean SD Items correlation 
with other items 
Coachee satisfaction with the program 7.35 1.53 .807 
Using personal experience of the coach 8.47 1.58 .798 
Coaching program relevance 7.76 1.75 .934 
Coach’s ability to get coachee’s attention 8.47 1.66 .931 
Coach confidence 9.17 1.38 .878 
Coach as a role model 7.35 2.02 .778 
Having experience in the coach’s program 
content 
6.35 1.86 .741 
Coach convincing level 7.58 1.83 .942 
Coach motivation level 8.00 1.69 .849 
Coach ability to influence the coachee 
emotional 
6.88 2.71 .884 
Coach empathy 8.41 1.50 .836 
 
 
2. Discussion 
2.1 Study protocol 
The study protocol was conducted in a professional manner. However, a number of 
adjustments should be included in the further, larger study to facilitate the study process. 
These adjustments include the following. 1) Conduct the program for five hours each day 
instead of six hours, for a total of ten hours. This was founded to be feasible, with the same 
quality and integrity of the program, and it will be more convenient for participants and the 
research team. 2) Emphasize the importance of on-time compliance with the participants 
during recruiting to overcome their cultural time-tolerance. 3) Select a different lecture room 
and gender barrier that will be compatible with a future large number of participants.  
Regarding participant recruitment, it should be highlighted that all of the participants in this 
study were medical students. This is because the study program time was not convenient for 
most dental students, given their condensed lecture/exam schedule, despite efforts to 
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accommodate them. The challenges in recruiting dental students were exacerbated by the 
relatively low number of dental students enrolled in the dental faculty compared to the 
medical student faculty. While dental and medical students share many features, including the 
academic duration of their degrees and the common courses and units, especially in the basic 
science years, the results of this study make it clear that extra recruitment considerations and 
strategies are required for future studies that aim to include Saudi Arabian dental students in 
their samples. Conducting the study intervention during the first week of the semester is 
strongly suggested to counteract the condensed lecture/exam schedule when recruiting from 
dental and medical faculties. In addition, all dental students should be invited in order to 
compensate for the low student enrollment.  
 
2.2 Participants 
Of the 49 invitations originally extended, 17 participants attended the program, yielding a 
34.7% response rate (70% among males and 10.34% among females). However, this response 
rate was expected, as the 49 invitations aimed to overcome the expected non-response rate, 
drop-out rate, and design effect, as the required sample size was 12 participants. 
Nevertheless, the low response rate among females was not expected, but it might be 
attributed to a pop quiz that registered female students had to take. To improve recruiting, it 
is recommended that personal invitation letters should be disseminated among medical and 
dental students, and that large banners should be placed in both faculties to advertise 
participation in the study.  
Another interesting point is that there was a zero drop-out percentage in this study. This can 
be explained by the organized efforts of the research assistants, the small number of 
participants, and because the research assistants and participants were from the same 
faculties, thereby facilitating their communication. However, the research assistants had to 
expend a lot of effort following up. It is suggested that the participants should not receive 
their certificates until they return all of the follow up questionnaires to the research team. 
This will facilitate the data collection and multiple follow up waves' processes when 
involvinging with a larger sample.   
2.3 Outcomes 
When comparing the baseline data (T1) of this study to the published norms (Table 4), we 
found that our sample’s mean score for depression was above the norm for community 
groups and above the mean for clinical samples (S. Lovibond & Lovibond, 1996). Anxiety 
and stress means were slightly above the norm but did not reached the clinical means. This 
supports previous studies (Al-faris et al., 2012; Inam, 2007) that found that medical students 
experience high levels of depressive, anxiety, and stress symptoms and are in great need of 
interventions to improve their psychological well-being. 
Table 4 
Comparing means of Depression, Anxiety, and Stress (DASS), General Self-Efficacy (GSE), 
and Satisfaction with Life (SWLS) of the pilot study with scale norms. 
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 T1 mean (SD) T2 mean (SD) Norm mean (SD) Clinical mean (SD) 
DASS     
Depression 13.05 (8.63) 8.00 (7.03) 6.34 (6.97)* 10.65 (9.3)* 
Anxiety 6.23 (5.82) 5.885 (6.26) 4.7 (4.91)* 10.90 (8.12)* 
Stress 16.00 (9.48) 12.11 (9.36) 10.11 (7.91)* 
 
21.1 (11.15)* 
 
General Self-Efficacy 29.41 (4.7) 31.41 (4.66) 29.49 (5.13)** - 
Satisfaction with Life 23.00 (5.74) 25.05 (6.06) 23 (5.75)*** - 
Credibility 20.05 (5.11) 21.05 (5.23) - - 
Expectancy 19.23 (5.37) 17.52 (5.51) - - 
*(S. Lovibond & Lovibond, 1996) 
**(Schwarzer R., 2011) 
***(Schwarzer R., 2011) 
 
 
According to the comparison in Table 4, the GSE mean is within the norm of US adults 
(Schwarzer R., 2011), whereas the SWLS T1 mean is slightly below the weighted average 
mean of five independent US samples (Pavot & Diener, 2008). This finding shows that the 
depression level was clearly above the norm, while anxiety, stress, and life satisfaction were 
slightly worse than the norm, which might be due to the influence of medical studies. On the 
other hand, GSE fell within the normal range. 
When comparing the pre- and post-study results with other interventional studies, we can see 
in this study that among the variables assessing the negative spectrum of psychological 
health, depression was the only domain that showed significant reduction over time, while 
stress and anxiety did not. Grant (2001) found that the cognitive coaching approach in a 
sample of university students improved depression and anxiety, but did not improve stress. In 
contrast, in another study, using life coaching with university students, Grant (2003) found an 
improvement in depression, anxiety, and stress. This variability of results might be attributed 
to the coaching approach (self-development, cognitive, and life coaching), the participants’ 
disciplines (medical vs. non-medical), or the coach’s characteristics, which has not been 
discussed by similar studies yet. Nevertheless, in general, the results are supportive of Grant’s 
findings, which suggest that self-development coaching programs for university students may 
improve some aspects, especially depression. 
Although there was no improvement in stress as a result of the program, stress Cohen’s D 
showed a small effect size. A review of the data revealed that some individuals had large 
increases and others had large decreases in stress scores at T2 compared to T1. Interestingly, 
the increase in stress level was noticed in a similar study after conducting a self-development 
program (Muenchberger, Kendall, Kennedy, & Charker, 2011). Muenchberger et al. 
explained that result with Osborne’s shift response (Osborne, Hawkins, & Sprangers, 2006), 
which indicates a negative outcome (such as increased stress level) after such a program. This 
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is due to the increase in the individual’s awareness, which urges the individual to take action. 
Osborne considers this a useful phenomenon, as it prompts individuals to change. 
The results also showed that the positive spectrum of psychological health (satisfaction with 
life and self-efficacy) showed significant improvements through the short follow up period. 
This finding might indicate that self-development programs are more effective at improving 
the positive aspects than changing the negative aspects in individuals; however, the long-term 
effect was not assessed, and this improvement cannot be confirmed by the low sample size. 
Coaching and coach characteristics were rated by participants on a 0–10 scale for each item. 
All of the characteristics displayed scores above the mid-point (5), as shown in Table 3. This 
might indicate that self-development coach characteristics are usually above the normal 
average rating of the normal population. Moreover, the high internal consistency might also 
refer to the reliability of these questions to assess the characteristics of the coach and the 
coaching program.  
The Credibility and Expectancy Questionnaire (CEQ) was used to monitor the participants’ 
overestimation and underestimation pre- and post-program implementation. In other words, 
overestimation can be found when participants might expect the program to be very effective 
before attending, and then realize after attending that it is not, and vice versa. Interestingly, 
the CEQ data collected before and after the intervention showed no significant change. This 
might indicate that the participants’ cognitive and emotional perceptions about the program 
were not contributing factors in the changes, but that rather, the program itself resulted in 
such a change. However, the placebo effect is still a suggested major confounder according to 
similar studies (Greenwald, Spangenberg, Pratkanis, & Eskenazi, 1991; Rosa, Rosa, Sarner, 
& Barrett, 1998), and a control group study design is essential to exclude it. 
Although improvements in psychological health were found in this study, the follow up 
period was not sufficient to draw a strong conclusion, and this pilot study did not have a 
control group. These changes that took place after a short intervention might be transient, 
such as in Grant’s RCT after using behavioral coaching (2001). More follow ups are needed 
to draw a supported conclusion. 
 
 
3. Conclusion 
This pilot study aimed to find preliminary finding support for further investigation regarding 
the effect of a self-development coaching program on the psychological health of dental and 
medical students in Saudi Arabia. The results showed a statistically significant improvement 
in depression, life satisfaction, and general self-efficacy, but not in stress or anxiety. In order 
to produce a more scientific conclusion, it is recommended that a blind, randomized control 
trial using a larger sample size should be conducted. In addition, more follow up waves are 
needed to track the extent of the changes.   
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